Introduction: Goal setting (GS) for exercise and fitness training after stroke (EFTaS) is relatively new and there appears to be no well-defined/ structured GS method that could be translated from stroke rehabilitation. The aim of this work was to design an evidence-based, theoretically driven, and structured GS intervention for EFTaS. Method: Recommendations from the literature on GS (i.e. effective communication, education of patients and professionals on GS, patient involvement, dedicated time for GS) and theoretical constructs from Bandura's Social Cognitive Theory (i.e. goal ownership, setting sub-goals, performance attainment, feedback), were all included. Published GS tools were researched, resulting in the Canadian Occupational Performance Measure (COPM) being included. Results: Key components of the EFTaS GS intervention are: dedicated time for goal setting, patient education on goal setting, patient involvement, follow-up, and a purpose-designed GS workbook. Accordingly, participant's current understanding of GS is identified first. The meaning of GS and anticipated benefits are then explained. Participants then list and discuss their stroke-related problems. Using COPM, up to 5 important problems related to physical activity/EFTaS are identified and scored. Each of these is formulated into a goal with a specific, realistic time-frame. GS workbook is introduced, and its purpose explained. Goals are reviewed every 4 to 5 weeks along with discussions on identified barriers and motivators. Active role of the participants in this process is emphasised throughout. Discussion: A person-centred goal setting intervention for use in EFTaS has been developed. Next steps include feasibility testing and effectiveness evaluation.
Introduction: Goal setting (GS) for exercise and fitness training after stroke (EFTaS) is relatively new and a person-centred GS intervention was developed and piloted for use in EFTaS. The aim of this work was to explore stroke survivors' experience of this GS intervention using a constructivist phenomenological approach. Method: Semi-structured interviews using topic guides were conducted with 4 male stroke survivors (mean age: 55.5 ± 9.2 years, 7.3 ± 2.6 months post-stroke), referred to a community-based EFTaS programme. Interpretative phenomenological analysis was conducted, incorporating participant verification and peer checking. Results: Most participants expressed some understanding of GS and were able to take ownership of their goals. Participants felt that the timings involved within the intervention (i.e. duration, review frequency) were acceptable. Critical views (e.g. repetition) were expressed for the GS workbook which was part of the intervention. These perceptions and attitudes of GS were linked to participants' (i) familiarity with GS: participants with previous GS experience showed a better understanding of the GS process and found this intervention relevant, (ii) personal characteristics: differences in personality (e.g. preferring to follow orders rather than take ownership) and lifestyle (e.g. previous sedentary lifestyle) appeared to be determining factors regarding whether they felt the GS intervention was relevant to them or not. Overall, these mixed experiences highlighted the individualisation required within GS. Discussion: This qualitative study has highlighted features that could influence the process of GS (e.g. familiarity with GS, participants' willingness to participate in GS), and these need to be considered in future GS interventions.
066
Attitudes towards cardiac rehabilitation for people with mild to moderate subacute stroke (DoH 2013) recommends the use of existing cardiac rehabilitation programmes (CR) for patients after transient ischaemic attack (TIA) and with mild disability stroke. However, there is no research that explores the attitudes of CR or stroke staff towards this recommendation. Method: This study used a qualitative interpretive approach. 7 focus groups were conducted involving: 10 CR and stroke nurses, 13 CR and stroke physiotherapists, 5 consultants/medical staff, 3 stroke occupational therapists, 2 physiotherapy assistants and 1 speech therapist. A schedule of questions was developed to guide the group discussions which were audiotaped and transcribed verbatim. The data were analysed using a collaborative analysis process involving 5 qualitative researchers. Core categories were identified that attempted to explain attitudes. Results: The key themes identified by both CR and stroke staff were benefits (physical, psychological, social, decreasing risks), negatives (physical -eg. adverse effects, psychological -eg. demoralising) and barriers (related to -staff, programme, access, cost, support, physical, cognitive and psychological) to CR for stroke patients, and that adaptations would need to be made to the class and educational programme to accommodate mildly disabled stroke and TIA patients. In addition, it was felt that existing programmes would not be ideal for a more disabled population, defined NIHSS 5 to 15. Discussion: CR and stroke staff feel that adaptations to existing CR programmes would be beneficial for improving the cardiovascular fitness of mildly disabled stroke and TIA patients, though new programmes would need to be designed for more disabled patients. Introduction: Physical activity after stroke is low and increasing physical activity may reduce disability. A behaviour change intervention to increase physical activity after stroke may lead to long-term increases in physical activity. The acceptability of such interventions after stroke needs to be established. Method: 23 stroke survivors were approached to participate in the behaviour change intervention. The intervention incorporated: 1) daily feedback on walking (pedometer and/or minutes walking) 2) participant booklet 3) motivational contact 4) group session with other stroke survivors 5) participant feedback at the end of the intervention. 7/23 stroke survivors declined to participate and we were unable to recruit 7/23 due to hospital discharge <24hours after the initial approach. Participant mean (SD) age was 75.7 (9.0) years; 5/9 (55.6%) male. Results: Only 3/9 (33%) participants completed the full behaviour change intervention. 3 withdrew due to ill health and 3 dropped out because the intervention was 'too much for them' . Participant step counts increased by 18284, 13286 and 3733 steps over the 12 week intervention. All 3 participants reported no difficulty using the pedometers and rated their satisfaction with the intervention as either 9 or 10 on a visual analogue scale, indicating they were highly satisfied with the intervention. Discussion: The intervention was acceptable to those who completed it. However, there was a high dropout rate which may indicate that minor changes are required. Further work is needed to establish if the intervention is feasible to the wider stroke population.
Testing the feasibility and acceptability of a behaviour change intervention to increase physical activity after stroke

